by chance or found in the course of routine examination. Loss of consciousness is a very rare manifestation (Campbell & Elliott 1939) .
During the past three years we have seen three patients suffering from recurrent paroxysmal ventricular tachycardia in whom the main symptom was faintness and in twc of whom there was actual syncope. CASE 1. Mrs. D., aged 40 years, consulted one of us (J.H.W.) on 18th February, 1943. She stated that in May, 1942 , she had a sensation of vibration beginning in her chest and passing up into her neck, of short duration. In October, 1942 , wnilst at business she collapsed with transient loss of consciousness. From that time she was subject to sensation of vibrations in her chest of short duration resembling the first attack except that they were not transmitted to the neck. These tended to come on if she was standing outside for any length of time. In the early attacks she was aware that her heart was beating quickly but after a time she was only conscious of a vibration in her chest without being able to define its source. She was not unduly short of breath. Apart from an attack of tonsillitis in 1928 her previous health was good.
She was tall and of good physique. Her complexion was pallid. Her eyes were rather prominent but the thyroid gland was not appreciably enlarged. There was tremor of outstretched fingers.
The pulse rate was 128 and regular. B.P. 148/84. The heart area was normal in size.
The sounds were of good quality. A blowing systolic murmur was audible to the left of the sternum and in the vessels of the neck when she was recumbent.
Klectrocardiograin showed sinus tachycardia with small ORS deflections in all Leads (Fig. 1) .
Her symptoms were ascribed to hyperthyroidism probably associated with menopausal imbalance. The significance of her syncopal attack associated with palpitation was not appreciated.
She was referred by her medical practitioner for further investigation 011 otli November, 1945 . She had been comparatively well and was free from symptoms for long periods, but for a few months she had occasionally, when walking, felt * unable to go any further.' She had a desire to stop without having any other definable symptoms. Some weeks before she had had a nasal cold and since then He w as of slim to medium build and his cheeks and extremities were cyanosed and cold.
He was nervous and apprehensive.
The pulse rate at the beginning of examination was 82 per minute and the rhythm was regular, but later the rate rose to 118 per minute and the rhythm became irregular due to short bursts of 3 to 4 extra-systoles. B.P. was 180/100. Heart area was normal in size and the heart sounds were pure and of good quality. No other abnormality was detected on physical examination.
The electrocardiogram showed short bursts of ventricular extra-systoles in Lead I, and a paroxysm of seven ventricular extra-systoles in I,ead III. (Fig. 3) .
He was advised to give up smoking and quinine hydrobromide m2. and acid liydrobrom dil m.15 were prescribed thrice daily.
He was examined by us again on 13th February, 1946, when he stated that the attacks of giddiness and awareness of irregular action of the heart had varied little in frequency or severity until the previous week, since when they had been rather less.
He was less apprehensive. The pulse rate remained constant at 96 per minute and the rhythm was irregular due to occasional extra-systoles. The blood pressure had fallen to 140/80. The electrocardiogram, taken some minutes later, showed no abnormality and the rhythm was regular (Pig. 4).
Mr. J. L., aged 57 years, was seen by us on 20tli February, 1946 . He stated that on 25th December, 1945 , whilst sitting at his office desk he had a sudden faint attack with transient loss cf consciousness.
He had three similar attacks later in the day and several on the following day, one being much more severe than the others. He rested in bed for a fortnight after this and he had no recurrences. (Fig. 5) 
